Introduction
Half of the world still uses solid biomass or coal fuels for the basic cooking and heating (1, 2) . These fuels are often burned inside poorly ventilated spaced with simple stoves that release substantial pollutants such as respirable particulate matter (PM). Indoor air pollution (IAP) from solid fuel use in developing countries is estimated by the WHO to be the eighth leading health risk worldwide, leading to such serious illnesses as acute lower respiratory infections (ALRI) (3) . IAP from solid fuel use is estimated to be responsible for more than 1.6 million annual deaths and nearly 3% of the global burden of disease (4) (5) (6) .
More than 70% of China's population lives in rural areas, where most of the people still use solid fuels for cooking and heating. Especially, biomass (wood, crop residues) and coal are the primary fuels for almost 98% of the rural population in Jingle County, Shanxi Province, China. Most of the county is low-income remote region. These fuels are often burned inside the poorly ventilated spaces with thermally inefficient stoves usually emitting a complex pollutant mixture of particulate matter (PM), polycyclic aromatic hydrocarbons (PAHs), heavy metals and many other organic pollutants which have been linked to (CVDs) (7) (8) (9) . Recently, the scientific statement from the American Heart Association (AHA) shows PM exposure can trigger acute cardiovascular events and accelerate chronic CVDs. In China, CVDs is considered to increase considerably, and in the future, blood pressure, diabetes, total cholesterol, and body mass index may drive the CVDs epidemic during the next 20 years (1, 4, (10) (11) (12) (13) (14) (15) (16) . The effects of indoor air pollution using coal on chronic obstructive pulmonary disease and lung cancer in adults and pneumonia in children are well documented (17, 18) . Human experiments and observational studies suggest that indoor air pollution exposure could raise systolic blood pressure and diastolic blood pressure (13, 19, 20) , however some studies did not attribute these diseases outcomes to household use of solid fuels (21, 22) . Although previous studies have conducted research on the relationship between indoor air pollution generated by solid fuels use and body health, there are still some issues that need to be discussed. First, CVDs have always been the leading cause of death worldwide (23) (24) (25) (26) , especially in rural areas, but the impact of solid fuels use on CVDs is neglected. Second, most prior studies are confined to urban areas; systematic studies on association between household fuels use and CVDs in rural areas are rarely seen. However, China is a large agricultural country, and rural areas account for a large proportion in the population and energy consumption. Third, most prior studies analyzed the impact of the fuels use on health based limited data and the sample size normally less than 5000. Such sample data does not have a good representativeness. This paper attempts to contribute to the research on the CVDs and its factors. On the one hand, our work is helpful for understanding the influence of household fuel use on human health, which is really an important issue for people. On the other hand, our work can provide decision support for energy transformation and health policy in the current background of China energy consumption structure. The cardiovascular diseases mainly are defined as atherosclerotic heart disease, cerebrovascular disease, hypertension, peripheral arterial disease, rheumatic heart disease, diabetes and dyslipidemia, etc. (27) . In this study, we examined whether household solid fuel exposure in rural areas from cooking and heating is in relationship with adverse CVDs, focusing on particularly hypertension, coronary heart disease (CHD), stroke, diabetes and dyslipidemia in the rural areas.
Materials and Methods

Study location and population
The study took place in loess plateau, Jingle County in the northwestern of Shanxi province, China (N 38°3′, E 110°14′). Most of the participants were peasants in rural villages and have similar socioeconomic background and dietary habits. All households used coal and biomass for cooking and heating. Ninety-six percent of the residents used biomass and coal as their primary cooking fuels. Ninety-eight percent of residents commonly use coal block, wood and biomass for heating during winter. They scarcely did use biogas, electricity and liquefied petroleum gas.
Study design and sampling procedure
The research project is a regional survey conducted by the Jingle County People's Hospital (JCPH) to collect cardiovascular disease and household solid fuel usage situation of the population in remote rural areas. This regionally representative, cross-sectional survey recruited the subjects using a multistage, systematic sampling design. JCPH and we designed questionnaires in February 2010 to May 2010, and test the draft questionnaire in June 2010 to July 2010 (Fig.1 ). There are 145320 rural inhabitants in Jingle county of China. We consider five percent of this population for our sample in our study, which was calculated as 7266 individuals. To enhance the power of study, we increased sample size up to 14100 individuals. Using a multistage sampling method, a random sample of 14100 individuals was selected randomly. At the first stage, six regional administrative towns were chosen as primary sampling units from all the fourteen administrative towns. Secondly, 3 villages were sampled from each town based on gender and age using a stratified multistage probability sampling method. Thirdly, 700~800 individuals were selected based on simple random sampling.
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All the participants with missing data were excluded before analyzing data ( Fig.2) All the participants with missing data were excluded before analyzing data ( Fig.2) All the data are analyzed applying logistic model based on SAS software.
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Fig.1:
The study design flowchart JCPH recruited 6,600 men and 7,500 women from August 2010 to November 2010 from 18 rural villages based on sampling procedure following eligible criteria: above age 20 years with no restrictions with respect to prior health history. The number of residents in the area during the study period determined the sample size. Briefly, in this study, to investigate the household solid fuel in rural village, Jingle County at a confidence level of 95%, a sampling error of plus or minus three percent and design effect of 2, 14100 individuals were enough to study association between household solid fuel and CVDs. Of the 14,100 accounting for about 10% of the total rural population, 13,877 (98.4%) subjects with age >=20 years were provided with written informed consent to participate in this study and accepted the baseline clinical examination and questionnaire. The participants recruited did not know exposure status or knowledge of their disease. The subjects participated in this study were not informed of the study aim or hypothesis of the research reported in here. Participants were interviewed face-to-face, using structured questionnaires. Before beginning to survey, all personnel relevant to it were performed at least one day of strict special training. The questionnaires contains the information about sociodemographic factors, health, drinking history, age, gender, education, marital status, household income, smoking history (smoking status, packyears of smoking, and passive smoke), working experience, former disease history, and household fuel exposure. For each participant, their household exposure to solid fuel (coal, wood fuel and straw) during cooking and heating was assessed as: ever used, duration (the number of years for cook-ing or heating using solid fuels), total number (multiplying the number of fuel used by the annual amount of fuel used), and lifetime average amount (multiplying duration by annual amount by dividing age).The outcome of interest in current study, participants' stroke, CHD, diabetes and dyslipidemia was assessed by self-reported questionnaire ascertained with a subject answered "Yes" to the question, during their lifetime, if these diseases were diagnosed by a doctor. For the subject, the doctor with professional medical direction measured their height, weight, and waist circumference, from which the body mass index value (BMI) was calculated by dividing weight by height. After resting for >10 minutes in a sitting position, systolic blood pressure (SBP) and diastolic blood pressure (DBP) at the right brachial artery were measured by a nurse practitioner using a mercury manometer. Blood pressure was measured 3 times at 2-minute intervals. The nurse specialist recorded the date and time.
The average of three measures was used as the subject's final SBP and DBP estimate. In order to reduce the sampling error associated with multistage sampling, we increased sampling fraction during the first stage of sampling, and make an appropriate sampling fraction reduction in the second stage. The validity and reliability of SBP and DBP measurement were improved through 3 times. We tried to minimize potential sources of measurement bias by doing this. The data reported in this study were collected from December 2010 to November 2011. The data is recorded into the computer using SPSS software. All study data were reviewed carefully for missing data, and all the participants with missing data were excluded before data analysis ( Fig.2 ). 
Statistical analysis
In this study, household exposure to solid fuel for heating and cooking was described as use of solid fuels (ever users versus nonusers), duration using solid fuels use in years, and total number of solid fuel use in kilograms, and average amount of it in kilograms per year. These test terms were assessed on a continuous scale and categorized into each tertile based on exposure distribution. To evaluate the association of independent variable i.e. age, gender, education level, smoking, passive smoking, BMI, and waist circumference) with the risk of CVDs, we first applied Logistic regression to test the association between household solid fuel exposure and each CVDs outcome after adjusting for independents. In the model, the main key independent variables considered were age, gender, education level, smoking conditions, passive smoking (ever and never), waist circumference above 80 (female) or 90 (male), below 80 (female) or 90 (male), and BMI below 18.5, 18.5-24.9, and above 25. We estimated the following regression equation:
Where y denotes each CVDs outcome and represents the values of the independent variables. Trend test was conducted by considering the exposure variables grouped into tertile and then putting into the model as a continuous variable. By observing the result of model, we analyze whether the risk of CVDs is associated with in different duration and amount of solid fuel exposure. In addition, a modeling strategy with interaction terms was adopted to see the results in Table  5 . Further analysis for the association of solid fuel with each CVDs were tested for sub-population stratified by age (<50 and >=50), for CVDs is main disease prevalence in Chinese above 50 years (28) , gender (male and female) and smoking status (ever and never). Partial regression coefficient (β), odds ratios (OR) and 95% confidence intervals (C.I.) were calculated based on logistic regression model. The statistically significant criterion was set at (P<0.05). All statistical analysis was performed using SAS Version 9.2 (SAS Institute Inc. Cary, NC, USA)
Results
Descriptive Statistics
From the 13,877 subjects, 453 participants were not included, because of their missing potential confounder's data including BMI, education, waist circumference, smoking, pack-years of smoking and passive smoking. This study include 13424 (96.7% of 13877) subjects, the subjects with missing information about the duration of solid fuel use (n=70), lifetime average amount and total number (n=2700) were also excluded. There were included 13354 subjects in the final analysis for the duration of solid fuel use and 10724 subjects for the analysis of total number and lifetime average amount using solid fuel use respectively (Fig.2 ). There were 6,477 men (46.7 percent) and 7400 women (53.3 percent) included in this study. Their mean (±SD) age is 48.5±15.1. 2775 (20%), 402 (2.9%), 235 (1.7%), 534 (3.8%) and 1838 (13.2%) has hypertension, CHD, stroke, diabetes and dyslipidemia, respectively (Table 1) .
Relationship between household solid fuel use and its potential factors
We found that there are the biological and potential cardiovascular risk factors by stratifying household solid fuel. There exists a significance difference between ever users and non-users, which are found in age, gender, education, smoking, passive smoke and drinking history after adjusting for the other potential confounders (Table 2) . Table 3 and Table 4 list the relationship of household solid fuel use for cooking and heating, assessed by ever use, duration, total amount, and life-time amount during the lifetime, with hypertension, CHD, stroke, diabetes and dyslipidemia. (Table 5 ) ，which is the same as the result of Lee's study except the stroke disease, for the rural villages in Jingle county is much poorer (13). 
Relationship between CVDs and household fuel use
1 2 0 1 1 2 2 ( 1) log [ ( 1| , , )] ln[ ] 1 ( 1) m p p y it y x x x x x x e y                  m x
Discussion
Major findings
In this rural household solid fuel and CVDs based cross-sectional study, the result shows that members particularly using the house hold solid fuels during cooking and heating, can have an easily higher risk of hypertension, CHD, stroke, diabetes and dyslipidemia than those of non-solid fuel users, especially among population over 50 years in rural areas of China, which is partly not the same as the previous studies (13) . As the sample included ten percent of adult population living in Jingle County based on a multistage sampling method, so it could be almost generalized to the whole people living there. We can also conclude people over 50 years get the higher risk for CVDs. Therefore these findings might be of interest to clinicians, scientists, policy makers and health planners to consider aging process and transformation of household fuel for cooking and heating, as an important risk factor for reducing CVDs and they should have effective interventions to prevent the effects of household fuel on CVDs. Little epidemiologic data on the effect using household solid fuel on the cardiovascular diseases are studied. Lack of epidemiologic data makes direct comparison with our findings difficult, but there are numerous cardiovascular epidemiological studies, which showed they are associated with indoor air pollutants such as PM 10 , PM 2.5 , SO 2 and heavy metals, contributing to indoor high particulate level during combustion of solid fuel (13, (29) (30) (31) (32) (33) (34) . Personal PM 2.5 exposure was positively associated with post-exposure measurement of systolic blood pressure (SBP) and diastolic blood pressure (DBP).
A 1-log-ug/m 3 increase in PM 2.5 exposure was associated with 2.2 mm Hg higher SBP and 0.5 mm Hg higher DBP in China (19) . In Australia, exposure to particles with PM 10 due to ambient biomass smoke was associated with an increased risk of cardiovascular and respiratory mortality during winter months (35) . Woman in India who cooked with fossil and biomass fuel had higher incidence of hypertension than women using cleaner fuel for cooking (36) . Two recent epidemiological studies implied that the longer exposure to PM 2.5 from incomplete combustion was positively associated with systolic and diastolic blood pressure (BP) in woman of rural China (37, 38) . Several studies on cardiovascular effects due to using solid fuel for cooking and heating have also shown positive associations with hypertension and blood pressure (8, 9, 19, 31, 36, 38, 39) . Our results are consistent with previous epidemiological studies on exposure to household solid fuel and blood pressure. As for hypertension, there exists stronger association in this study among women, with an OR of 1.892 for women and 1.451 for men, whereas the associations of household solid fuel with other results are not consistent by gender, as previous studies related to air pollution and cardiovascular effects are inconsistent. It is generally believed that women usually spend more time in their home and do a few more cooking (40), so they are more at risk for household solid fuel exposure, but due to the lack of data on amount of time spent of staying home and cooking, we did not resolve it. In our study, however, we observe the association with an increased risk of hypertension in men and women, implying home solid fuel use may also be an important risk for men. Our studied outcomes classified by smoking indicated that there was a stronger association between home solid fuel and hypertension, CHD among never smokers and small or null among ever smokers. Some epidemiologic studies show that there is a stronger environmental pollutantsCVDs association among never smokers than ever smokers, which implied that this might indicate the influence of pressures (41) . Our results classified by cigarette smoking suggests that residual confounding by smoking impacts couldn't interpret our results, however, we cannot exclude partly hidden facts.
Inefficient and incomplete burning of home solid fuels, including fossil fuels and biomass for cooking and heating emit particles, gases, and semi volatile compounds, which in total we refer them as household air pollution (HAP) (42) . HAP contains a multitude of compounds which have toxic effects on public health, though potential toxic effects about household solid fuel emission associated with cardiovascular system are unclear, the main mechanisms are likely related to inflammation by the generation of reactive oxygen species (ROS) and oxidative stress (43, 44) . A study indicated that the Oxidative stress, defined as an excess production of reactive oxygen species (ROS) relative to antioxidant defense, has been shown to play an important role in the pathophysiology of cardiac remodeling and heart failure (HF) (45) . The evidences of the recent study showed using fossil fuels or biomass for cooking and heating greatly contribute to PM exposure, especially for women performing the cooking. Suspended fine particulate matter (PM 2.5 , aerodynamic diameter less than 2.5µm) from household fuels burning is a major constituent of HAP, and PM 2.5 is recognized as a risk factor for cardiovascular diseases (8, 13, 40, 42, 46) . These particles are predominantly in the size range, capable of depositing deeply in the lungs, particularly in particle stage, which may contribute to oxidative DNA damage and secretion of pro-inflammatory cytokines and chemokines that cause cardiovascular diseases (13, 47) . There are strong associations between longer HAP exposure and oxidative DNA damage evaluated by 8-hydroxy-2-deoxyguanosine in Chinese restaurant workers (13, 48) .
Practical implications
According the results of this study, probably the simplest way to reduce the occurrence of CVDs is to use clean fuel for cooking and heating. Therefore, first, it is necessary to develop biogas energy for cooking and heating in rural areas, for producing biogas by using anerobic fermentation technology can not only develop energy but also reduce environmental pollution. Second, local governments increase the subsidies to biogas development in rural areas and devote to expanding the availability of cleaner energy technologies to reduce poverty and improve health. Third, the Chi-nese government should help peasants develop the large-scale dissemination of clean cook stoves and fuels.
Limitations and future research
Our study has several limitations as well. First, we assessed the association of household fuels and hypertension, CHD, stroke, diabetes and dyslipidemia based on cross-sectional study, from which we get the results by chance because of cross-sectional with inherent temporal problems. These findings need warrant in the prospective studies. Second, all participants in this study are from regional rural areas, not urban areas, and therefore might not represent the exposure of the whole town of China. Third, there are associations between exposure to household solid fuels and CVDs from our study, but these diseases may be linked to the other factors, such as the income levels of China's ordinary residents, nutritional status and person's immunity, and so we should explain this association with cautions. Fourth, of concern is the potential bias caused lack of data on lifetime average amount of solid fuel use (23% of 13877). To check this, the association between each CVDs outcome and missing in lifetime average amount of household fuel use among ever users were analyzed. No association was found with CHD and diabetes among the subjects with missing data in lifetime average amount of household solid fuel use compared with the participants without missing, whereas an increased risk of dyslipidemia was found. The results of our study are consistent when we considered many household solid fuel exposure indexes such as total amount, duration and lifetime average amount. Therefore, it is unlikely that our observed results are due to possible selection bias by lack of data in lifetime average amount of solid fuel use. Although in our study there was the source of exposure in this large population, we did not assure which constituents of household fuel exposure were strong relation to cardiovascular effects, and had bad effects on CVDs. We should use biomarkers of exposure in the future longitudinal research to identify the special chemicals of household solid fuels associated with cardiovascular, in order to better understand impacts of household fuels emission on people cardiovascular system. In fact, when we were talking about the association between household fuel and CVDs, essentially, what we were talking about were the health risks of indoor air pollution resulting from household solid fuel for cooking and heating. It is also known that other factors such as family income level and social supports affected the citizen's health. These factors were not measured in this research. Therefore, in spite of large sample size of this study, it seems that the results of this study could not be generalized to complete rural people of China. For these reasons, further studies on household fuel and CVDs in rural areas of China which focus on the integration of new energy policy for cooking and heating, economic level and living conditions, and consider the rural village of different town while adjusting for all other probably variables are strongly recommended.
Conclusion
Household solid fuel in China's rural area maybe associated with an increased risk of hypertension, CHD, diabetes and dyslipidemia in the general rural adult population. The longer the exposures to household solid fuel are, the greater their risk for CVDs are, which showed evidence of toxicity of household solid fuel emission. The studied outcome in this paper, however, need be explained cautiously due to the cross-sectional attribute of the design. Our findings should be confirmed in prospective cohort studies.
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